Abstract Case Report
IntRoductIon
As the most common pelvic mass in women, uterine leiomyoma affect up to 70%-80% of females. [1] Despite their prevalence in older women, leiomyomas are infrequently diagnosed in children and adolescents, with few reported cases in the literature. [2] While rarely reported, leiomyomas are an important consideration in the differential diagnoses for adolescents with pelvic masses. To date, there are no case reports that use vaginal myomectomy with uterine curettage. In this unusual presentation of an aborting leiomyoma in a 16-year-old female, we discuss the presentation, counseling, office examination, and surgical planning of pelvic masses in adolescence.
case RepoRt
A 16-year-old virginal female was referred from her primary care provider (PCP) for complaints of copious vaginal discharge. As part of the initial workup, her PCP noted a pelvic mass and ordered a magnetic resonance imaging (MRI) of the pelvis. The MRI revealed an 8-cm pelvic mass in the lower cervix/upper vagina connected to the myometrium of the left uterine body by a vascular stalk, measuring 2.3 cm in diameter [ Figure 1 ].
The patient had a history of normal monthly menses; however, the month before presentation, she experienced an abnormally heavy period soaking 7 pads per day for 6 days, followed by copious amounts of clear vaginal discharge. Laboratory values revealed a hemoglobin of 6.9 g/dL. The patient was virginal and had no significant medical or surgical history.
The patient was counseled and offered a vaginal examination in clinic versus an examination under anesthesia (EUA) in the operating room. The patient consented to a single-digit vaginal examination in the clinic. On examination, a large, smooth, firm mass was palpated in the midvagina. While a malignant process could not be ruled out, the heterogeneous appearance and presence of internal hemorrhage suggested the most likely diagnosis of an aborting, degenerating fibroid.
After the physical examination and review of the images, the recommendation was made for surgical management. Together with her guardian, we recommended an EUA with removal of the aborting mass by operative hysteroscopy versus vaginal myomectomy with possible dilation and curettage. The patient and her guardian were also counseled extensively regarding the risk for life-threatening intraoperative hemorrhage. In addition, the patient was consented for the unlikely possibility of the uterine occlusion balloon, exploratory laparotomy, and possible hysterectomy in the case of life-threatening hemorrhage. Finally, they were counseled on the possibility of additional surgery or treatment in the unlikely event of malignancy. In preparation for the procedure, a blood transfusion was recommended due to her preoperative anemia, symptoms, and risk of bleeding during the surgery. Due to the fact that her cervix was dilated and the perceived risk of ascending infection, the decision was made to initiate twice-daily doxycycline to reduce the risk of infection until surgery could be performed. The patient was consented and booked for an outpatient procedure including an EUA, vaginal myomectomy, uterine curettage, and a bedside abdominal ultrasound, performed under general anesthesia.
Preoperative surgical planning ensured that any necessary medications and equipment were present in the operating room at the time of surgery. Uterotonic agents including methergine and misoprostol tablets were brought to the operating room. A 30-cc Foley balloon, as well as hemostatic agents including oxidized regenerated cellulose (SURGICEL SNoW, Ethicon, Cincinnati, OH, USA) and thrombin in a gelatin matrix (Floseal, Baxter, Healthcare Corp, Deerfield, IL, USA), along with an abdominal hysterectomy tray, was brought into the operating room in the event of hemorrhage. Next, a Pederson speculum was gently placed into the vagina and an 8-cm fibroid was noted to be on a 3-cm stalk. The cervix was noted to be dilated 4 cm. A suture was placed around the base of the stalk in an attempt to prevent bleeding. This can be done with a free tie or with a laparoscopic pretied suture loop. Dilute vasopressin (20 units in 100 mL of normal saline), a neurohypophysial hormone that constricts blood vessels, decreasing intraoperative blood loss, increasing postoperative hemoglobin, and decreasing blood transfusion rate, was injected into the mass in four locations, with special attention to the base of the stalk. [3] The mass was grasped with a Lahey clamp and manually debulked with a scalpel from the most distal portion of the mass into retrievable pieces [ Figure 2 ]. The morcellation was continued until the stay suture was reached at the stalk. The stalk was made flush with the lower uterine segment wall using a sharp curettage. Minimal bleeding was encountered throughout the entire procedure. The uterine cavity began to contract at this time without the use of uterotonic agents. A bedside abdominal ultrasound was performed to confirm that the mass was removed in its entirety and a thin endometrial stripe was noted. The estimated blood loss was 25 mL. Pathology revealed tissue consistent with a submucosal uterine leiomyoma with focal hemorrhage.
dIscussIon
This case illustrates a rare finding and successful treatment of an aborting fibroid in a virginal adolescent. Careful consideration for the examination process, specific counseling and surgical planning and approach, in this case, are summarized below.
While a malignant process without a tissue sample could not be ruled out, it is very rare in this age group. Andrade et al. reviewed nine adolescent adenosarcoma cases and reported that patients usually presented with painless polypoid protrusion of tissue through the hymen, abnormal vaginal discharge, or abnormal vaginal bleeding.
[4] Sarcoma botryoides is more common under the age of 10 and arises from the vagina or cervix and is typically a lobulated, grape-like vaginal mass. Other causes of pelvic masses in adolescence include hematocolpos from imperforate hymen and cystic and solid tumors of various origins. In adolescents, degenerating fibroids are exceedingly rare with only one previous case report. [5] When performing a gynecological examination in an adolescent patient, it is paramount to explain the process to the patient and her guardian before attempting the examination. Because this patient was in late adolescence, she was given a choice of who was in the room during the examination. A hand mirror can be used so she can follow along with the examination. If vaginal assessment was not able to be accomplished due to anxiety or pain, an EUA in the operating room could be offered in the case of a patient who is bleeding and anemic. [6] Counseling adolescents are very important and can be more complex because it must also include the guardian. All risks were described for the procedure as well as the risks if the recommended procedure was declined.
Adolescents, as well as their consenting parents/guardians, should be informed about the procedure and its risks in an understandable manner and given sufficient time to ask questions. Discussion recurrence is important as upto 11% of women undergoing single fibroid removal require subsequent surgery for recurrence of myomas. [7] Finally, alternatives to having surgery, including delaying the timing of surgery or not having surgery at all, should be discussed.
We present this case to contribute to the literature on the surgical approaches and counseling in rare cases such as degenerating fibroids in adolescence. The preoperative preparation and counseling allowed the operation to run smoothly and safely.
The patient and guardian's consent was obtained to write this article.
